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SUMMARY

Women'’s health is determined
not only by biology but also by
social context. While the health
of both men and women is
adversely affected by poverty,
a higher proportion of women
suffer from its effects because
of increasing “feminization of
poverty.” The extent of this
phenomenon, its multiple
roots, and the role physicians
could play in addressing it are
discussed.

RESUME

La biologie n’est pas le sevl
déterminant de la santé de la
femme; le contexte sodal jove
également un role important.
Bien que la pauvreté puisse
affecter négativement autant la
santé des hommes que celle des
femmes, une plus forte
proportion des femmes sont
victimes de ses effets a cause de
I'augmentation de la
«féminisation de la pavvreté ».
Lartide discute de I’extension
de ce phénoméne, de ses
multiples racines et du réle des
médedins dans ce domaine.
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Two out of three women around the world
presently suffer from the most debilitating dis-
ease known to humanity. [Its symptoms]
include anemia, malnutrition, severe
fatigue,... increased susceptibility to infec-
tion,... and premature death. [Furthermore,]
the disease is often communicated from moth-
er to child with markedly higher transmission
rates among females than males.... The dis-
ease is poverty.'

HE CONSTITUTION OF THE
Worwp Health Organization
(WHO) asserts that: “The
enjoyment of the highest
attainable standard of health is one of
the fundamental rights of every human
being without distinction of race, reli-
gion, political beliefs, economic or
social conditions.” However, a recent
publication® of WHO states that many
women throughout the world are being
denied this basic human right. The
WHO has also emphasized that, while
some women’s health problems are
determined by human biology, many
others arise from or are aggravated by
socioeconomic factors.

Dr Cohen, a Fellow of the College, is
Associate Dean of Health Services in the Faculty
of Health Sciences at McMaster University in
Hamilton, Ont. She also chairs the Advisory
Committee for the Women’s Health Office of the
Faculty of Health Sciences and the Canadian
Medical Association Gender Issues Commattee.

The WHO report states that, although
girls are born with a biological advantage
over boys, this advantage is often can-
celled out by the social disadvantages girls
suffer. These social disadvantages are
often related to gender* differences that
discriminate against and disadvantage
women and that permeate all aspects of
women’s roles in all societies.’

More specifically, women lag behind
men on virtually every indicator of
social and economic status, and they
constitute a larger proportion of the
poor in all societies, including our own.
Throughout the world, gender bias in
the allocation of resources generally
begins at birth, for poverty and cultural
beliefs about women’s worth conspire to
deprive females from infancy of the very
resources they need to be productive
members of society.! Thus, while pover-
ty is a primary determinant of poor
health for both men and women, it has
a particular impact on women’s health.

Feminization of poverty

In Canada in every age group, wom-
en’s poverty rates are higher than
* Gender s used throughout this article to refer to
the culturally determined thoughts, attitudes, and
belief systems about women and men and the cul-
tural notion of what it is to be a women or a man,
ie, what it s to be feminine or masculine.
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men’s. In 1987, although women con-
stituted 51% of the population, they
constituted 56% of all low income
earners. Sixty-seven percent of all min-
imum wage earners are women.
Women make up 72% of part-time
workers — a group whose average
hourly wage is $6.85 with no benefits.*

The problem of poverty for single
parent families and for unattached
women is particularly striking. In its
1990 report,’ the National Council of
Welfare reported that, based on cur-
rent trends in marriage, divorce, and
life expectancy, 84% of women can
now expect to spend a significant peri-
od of their adult lives supporting them-
selves and often their children.

In 1986, single parent families con-
stituted 13% of all Canadian families,
and in 82% of these families the single
parent was female.* These female sin-
gle parent families are most likely to be
poor. Indeed, 62% of single parent
families headed by women live below
the poverty line.® For families of single
mothers aged 16 to 24, the number of

families living in poverty jumps to eight
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in 10. Furthermore, female-headed
single parent families are far more like-
ly to live below the poverty line than
male-headed single parent families,
with the average annual family income
for the former less than half of that for
the latter.* Among those older than 65,
47% of unattached women are poor
compared with 33% of unattached
men.’

In a recent article, Harman’ calls
“feminization of poverty” an old prob-
lem with a new name, pointing out
that women’s poverty is taking a new
shape. While women have always been
poor through their dependent roles as
wives, mothers, and daughters, their
poverty has been concealed as only a
potential plight. But as more and more
women live without men, either by
choice or necessity, women’s poverty
becomes more visible. This is true
whether they be previously married,
single parents, elderly unattached
women, or never married.

This increase in poverty among
women living alone reflects the
increasing dependence of families on

Poverty is not random: Poverty affects women disproportionately, especially those who are
aboriginal, visible minorities, immigrants, and disabled.
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the wages of both partners in order to
maintain an adequate family income.
Indeed, women in traditional husband-
and-wife families have made increasing
contributions to their family incomes,
and it is this increasing participation of
married women in the work force
whose pay, while still only two thirds of
that of men on average, helps reduce
the poverty rate of two-parent families.

The many routes to poverty for
women reflect the social, political, and
cultural context in which they live. The
primary factor is due to sexual division
of labour, which defines men as bread-
winners and women as unpaid care-
givers. This division of labour creates a
sharp distinction. Work in the labour
market is paid; work in the home is
not. Thus, as a result of women’s child
rearing and other domestic responsibil-
ities, a vicious circle develops, which
explains the financial entrapment of
women at home or in low paying, low
status jobs.

Because of this unequal division of
labour, women tend to have less educa-
tional and vocational opportunity and
development, which, in turn, leads to
overcrowding in female job ghettos
where earnings on average are persis-
tently lower than in male-dominated
Jjob sectors. As well, even in positions of
equal value, women are frequently
paid less than men. As a result, women
who work full-time earn only 66%* of
what full-time male workers earn.
Even in high-status jobs, women on
average earn 61% of what men do.?
Furthermore, family caregivers must
often leave the work force, rearrange
their schedules, or take unpaid time off
to fulfil caregiver obligations. These
caregivers are more likely to be women
than men.

This clustering of women workers in
lower income jobs, coupled with dis-
continuity of work because of family
commitments, are extremely important
factors in contributing to the poverty of
women. Such factors also contribute to
the poverty of older women for they
create significant disadvantages in pen-
sion accumulation. The potential for

adequate pension accumulation is also
often adversely affected because, in
addition to those who were not part of
the work force, many women have
been employed in situations in which
pension benefits were not provided.

A recent report from Hamilton-
Wentworth® found multiple reasons for
increasing poverty in the community,
including lack of affordable housing,
lack of support services for victims of
family violence, lack of community
supports for the disabled, lack of job
opportunities, lack of affordable
day-care, lack of accessible and inex-
pensive transportation, and lack of
appropriate education training and
retraining. In many of these areas,
women are at an even greater disad-
vantage than men.

Significant linkages between being
female and other factors also increase
the rate of poverty: being disabled;
having a minimal education; and being
a member of a visible minority, immi-
grant group, or a member of our abo-
riginal peoples.” These linkages have
led to the use of the label “doubly dis-
advantaged.” For example, 38% of
aboriginal women 15 years of age and
older have less than a grade 9 educa-
tion, double the rate of nonaboriginal
women, and their rate of unemploy-
ment is 28%, double that of nonabo-
riginal women.

Furthermore, for those who do
work, the incomes are just under three
quarters of that for nonaboriginal
women.* Similarly, disabled women
older than 15 are two to three times
less likely than nondisabled women to
have less than a grade 9 education, and
their labour force participation is half
that of nondisabled persons.* Thus,
while 16% of adults and 18% of chil-
dren in Canada are poor,® poverty is
not random but is disproportionately
seen among women, particularly those
who are aboriginal, in visible minori-
ties, immigrants, and disabled.®
"Aboriginal is used throughout this article to refer to
Native and indigenous inhabitants of Canada and
their descendents.
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Overall impact of poverty

on health

The overall impact of poverty on
health has been extensively document-
ed. People in lower socioeconomic
groups experience poorer health and
die sooner than those in higher income
groups. The percentage of those who
are screened regularly or who practise
healthy lifestyles is lower in the lower
socioeconomic classes. Most impor-
tantly, children of those who are them-
selves poor experience poorer health
and greater mortality and morbidity.

Several studies have documented
the relationship between economic sta-
tus and mortality. The British
Whitehall Study' clearly documented
a steep inverse relationship between
employment grade and mortality
among 17 530 civil servants in which,
compared with the highest grade
(administrators), men in the lowest
grade had three times the mortality
rate from coronary heart disease than
from a range of other causes and from
all causes combined.

A recent report from the United
States'' demonstrated that poor and
poorly educated people still die at
higher rates than those with higher
incomes or better education and that
this disparity had actually increased
between 1960 and 1986. The
Hamilton-Wentworth Study® also
found that low income males die
younger and have fewer disability-free
years. Hirdes and Forbes'? reported a
significant relationship between
income and mortality in their cohort of
Ontario males, with an adjusted rela-
tive risk of .41 for the highest 20%
compared with the lowest 20% income
group. Overall, in Canada in 1986, the
difference in life expectancy at birth
between the highest and lowest income
strata was reported to be 2.8 years for
women and 6.3 years for men."

With respect to self-rated health sta-
tus and exposure to risk factors, the
Ontario Health Survey of 1990,
Canada’s Health Promotion Sur-
vey Special Study on the Socially
and Economically Disadvantaged

published in 1988,'° the Hamilton-
Wentworth Study,” and Canada’s 1990
Health Promotion Survey'® all found a
correlation between perceived health
status and household income. As well,
those in lower income brackets report-
ed a lower rating of self-help, lower sat-
isfaction with health status, a lower
level of happiness, a lower level of satis-
faction with social life, and a lower
measure of personal well-being.

In addition, those in lower income
brackets reported more limitation of
activity due to pain; lower levels of
social support; and a greater number
of days away from work due to sick-
ness, injury, or disability. A greater pro-
portion of those in the lower income
brackets were also reported to be living
in dysfunctional families.

Risk factors, such as smoking, obesi-
ty, lack of exercise, increased blood
pressure, and failure to use seat belts
are all more common among those of
lower socioeconomic status. These
individuals are also more likely to work
in an environment where smoking is
unrestricted, to have a spouse who
smokes, and to live in a home without
fire extinguishers or smoke detectors.

Economically disadvantaged peo-
ple become ill because of poor nutri-
tion, poor living conditions, and high
stress levels. As a result of these condi-
tions, illness might occur with greater
frequency causing, among other con-
sequences, many of these persons to
miss work or lose jobs and become

even poorer."”

Poverty and health
Because the level of poverty is greater
among women than among men,
adverse effects of poverty on health can
be expected to have an even greater
impact on women. A number of
reports"®'"'* have emphasized the
importance of reducing poverty in
order to improve women’s health.
Reports looking specifically at wom-
en’s health? found that poor and very
poor women were much less likely to
say that their health was excellent or
very good for their age and much more
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likely to report it as fair or poor than
were their higher income counterparts.
Greater limitations in long-term activi-
ties were reported by those in lower
income groups.

Unemployment, too, is reported as
affecting health directly through its
relationship to anxiety, depression, and
loss of self-esteem or indirectly through
its influence on other health resources,
such as income or housing. Not sur-
prisingly, it was reported that, when
women currently employed outside the
home and those looking for work were
surveyed with respect to self-rated
health, 71% of employed women com-
pared with only 58% of unemployed
women said that their health was very
good to excellent. This is particularly
important because overall unemploy-
ment rates have tended to be higher
for women than for men.*

Low socioeconomic status is associ-
ated with an increased incidence of
mortality from cancer of the cervix.”
Although the incidence of breast can-
cer is greater among women of higher
socioeconomic status, there appears to
be a lower survival rate in the poor,
possibly related to the later time of
diagnosis. This late diagnosis might in
turn be related to limited access to
screening or difference in quality and
availability of care.

While wife abuse is certainly not
limited to those who are poor, the
poverty of women trapped in such situ-
ations makes it even more difficult for
them to leave an abusive situation.

Finally, it might be more difficult for
poor women to access health care
when they need it (even with universal
health care coverage), if they lack ade-
quate funds for transportation or for
child care or are in low-level jobs in
which they cannot demand time off to
visit the doctor.

Impact of poverty on

preventive care

Health promotion, screening, and dis-
ease prevention also correlate with
socioeconomic status. Canada’s Health
Promotion Survey of 1988'° reported

that there is a clear trend for women
who have attained higher education
and who earn higher incomes to be
more likely than other Canadian
women to have had a Pap smear with-
in the year preceding the survey.
Women who have never had a Pap
smear are most likely to have low
incomes and lower educational status.

Similarly, with respect to breast
self-examination, women who most
support the belief that they should
examine their breasts regularly have
higher incomes, higher levels of edu-
cation, and tend to be English speak-
ing. Similar findings with respect to
Pap smears and breast examinations
have been reported in other stud-
ies.'*?? Those of lower socioeconomic
status are also less likely to have had
mammography screening within the
last 2 years.'*?*

A recent article?* reports that the
rate of death from cervical cancer was
significantly higher among aboriginal
women in British Columbia than
among nonaboriginal women, largely
because the provincial screening pro-
gram did not reach as many aboriginal
women as it did nonaboriginal women.

A study in the American Journal of
Public Health® in 1989 reported that,
during 1984 and 1985 in Connecticut,
women of lower socioeconomic status
with breast cancer were less likely than
wealthier women to be diagnosed with
early stage disease, even though in the
same years, the overall incidence of
breast cancer was greater among
women of higher socioeconomic status.
The rate of preventable deaths among
women of lower socioeconomic status
was 2.5 times as great as that for those
of higher socioeconomic status. The
conclusion was that early detection
programs for breast cancer need to
give special attention to lower socio-
economic women.

Many studies have found the inci-
dence of smoking higher among those
of lower socioeconomic status.'*'*!"'*
It has also been reported that unem-
ployed women are more likely
to smoke than employed women.
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Tobacco use among aboriginal women
and girls is very high, and even among
those younger than 10 years, about
10% of aboriginal children use tobac-
co. This use has been attributed to the
double pressure of being female and
aboriginal, combined with traditional
tobacco use by aboriginal people — a
combination of factors that calls for
Native-defined and Native-controlled
interventions in smoking among
Native peoples.?

Impact of poverty on children
The links between poverty and ill
health have their greatest impact on
children. Family physicians interested
in overall family health must recognize
that one of the most devastating effects
of poverty on women is the intergener-
ational one. In our country, the rate of
child poverty is increasing, and cur-
rently 18% of Canadian children live
in poverty.® Children raised by single
females are most at risk because this
situation is practically synonymous
with poverty.

To be born poor is to face a greater
likelihood of ill health in infancy, child-
hood, and adult life; a lesser likelihood
of completing high school; lesser still of
attending university; and a greater like-
lihood of being judged a delinquent in
adolescence. Those who are born poor
are disadvantaged at birth and find life
an uphill struggle ever after. To be
born poor is unfair to children, yet
poor children are the sons and daugh-
ters of poor adults, particularly poor
women. Thus, child poverty cannot be
viewed in isolation.

Child mortality is two times greater
at the lowest income level than at the
highest. As well, the lower the income
level, the greater the incidence of hav-
ing low birth rate babies. In a study of
low birth rate babies in Metropolitan
Toronto, it was observed that, in the
poorest, most disadvantaged group,
the risk of having a baby of low
birth rate was 2.5 times that for the
middle-class, more affluent groups
(personal communication with Neil
Johnston from the McMaster Health

Intelligence Group). Children born to
mothers in lower socioeconomic
groups are less likely to be breastfed
than the infants of mothers in higher
socioeconomic classes.

A recent article?” addressing decline
in breastfeeding in the United States
between 1984 and 1989 found that
lower income was a factor in the
decrease of initiating breastfeeding and
in maintaining breastfeeding at
6 months. Several Canadian studies
have reported similar findings.
Breastfeeding was positively associated
with increasing maternal education
and socioeconomic status in one
study,® and another reported that, at
birth, twice as many mothers from the
upper- or middle-classes breastfed their
infants compared with those in the
lower classes.” Because of the nutri-
tional and immunologic benefits attrib-
uted to breastfeeding, this is another
potentially significant factor linking
maternal poverty to child ill health.

As these children grow older, they
have a greater likelihood of dying in
infancy and having their health
adversely affected by lack of medica-
tion, lack of good food and vitamins,
and by housing that is close to traffic
and pollution. For these children, the
largest number of deaths and those
most strongly linked to income are
motor vehicle accidents, respiratory
diseases, and drowning’

Failure to ensure adequate child
support, to enforce child support pay-
ments, and the lack of proper support
services to help the mothers of these
children become independent all con-
tribute to child poverty. Furthermore,
the lack of adequate subsidized child
care programs in our country makes it
more difficult for women to work out-
side the home and condemns more
women and their families to poverty.
Finally, the increased stress of living in
poverty will affect adversely both the
health of the mother and of the child.

Role of physicians
With such discouraging statistics and
the realization that so many of the
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determinants of women’s health lie
beyond the scope of the traditional
health care system, many family physi-
cians feel helpless to address this prob-
lem. After all, the legacy left by past
abuse, cultural discrimination, and
intergenerational poverty often seems
unfixable, particularly to the individual
family physician.

But failing to address the effect of
poverty on women’s health, both in
our day-to-day encounters with
patients and in our role as members of
society, is to abdicate our roles as fami-
ly physicians who are committed to
caring for and maintaining family
health and well-being. For it is family
medicine more than any other special-
ty that incorporates in its theory and
practice a recognition of the broader
determinants of health and illness.

Understanding the impact of pover-
ty on women and the way in which this
limits their options for coping is criti-
cal. Most of us come from a different
culture and do not understand that the
very poor are often overwhelmed by
the emotional, social, and financial
stresses in their lives and that they sim-
ply cannot comply with our evaluation
or treatment.® It is important to be
aware of the limitations that the poor
face with respect to their ability to pur-
chase nutritious food, the options avail-
able to them for dealing with stress,
and the limited access to health care
facilities even with universal health
insurance. The latter might result from
problems with office hours that fail to
recognize the reality of women’s lives
or the need for transportation that
might be unaffordable.

As well, women usually cope with
poverty by putting their own needs last
after those of their families. Physicians
must be sensitive to the issues of low
self-esteem, especially for women
where self-esteem is so often linked to
wearing the right clothes, using the
right makeup, and participating in a
lifestyle that is beyond the reach of
those who live in poverty. Women who
are poor do not see themselves por-
trayed in a positive way in the media,

nor do they encounter many positive
and empowering* role models.

All of this requires physicians to be
aware and to gear their management
to the reality of patients’ lives rather
than label such patients as “noncom-
pliant.” In a recent article®' the
authors challenge the label attached to
“hard-to-reach audience” segments —
a label based on socioeconomic status,
ethnicity, or level of literacy. Attention
is drawn to the fact that the literature
recognizes that persons in low eco-
nomic strata might have fewer finan-
cial and psychological resources to
respond to health problems and might
suffer from increased exposure to envi-
ronmental hazards. Despite this, such
persons are often labeled as unwilling
to delay gratification, obstinate, recal-
citrant, chronically uninformed, and
malfunctional.

These explanations create a sense of
low socioeconomic status populations
as “hard to reach.” This results in
depicting those below the poverty line
as both financially and psychologically
impoverished, focused on short-term
rewards, and therefore uninterested in
pursuing preventive behaviour. They
are also labeled as less responsive to
suggested health behaviour change
because they are said to care less about
themselves. All of these statements tend
to reflect the frustrations of health pro-
fessionals trying to reach people unlike
themselves and of their failure to
change high-risk behaviour.

The authors® challenge these
assumptions and suggest that we devel-
op alternative concepts that blame
society rather than individuals, empha-
size differences rather than deficits,
and develop communication strategies
that involve the poor themselves in
developing approaches to their health.

Similar conclusions are drawn by
the Report on Cancer and the
Disadvantaged,? which, while recog-
nizing that risk factors, such as ciga-
rette smoking and sexual practices are
* Empowering is used to mean actions that give
patients the power to make changes themselves.
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factors contributing to the difference in
cancer rates among socioeconomic
groups, points out that it is difficult to
change lifestyle in the face of structural
impediments to well-being. Poverty
might be a barrier to a balanced diet,
and adjustments in diet might be
impossible without the knowledge and
income to make changes. In addition,
cancer education materials and out-
reach programs are often not culturally
sensitive and relevant to persons with
limited resources. Furthermore, the
report points out that participation in
cancer control programs might be
adversely affected by illiteracy and
homelessness.

Canada’s Health Promotion
Survey of 1990'° reminds us that it is
“no longer enough to admonish indi-
viduals to eat better or to increase
their participation in physical activity
when they do not have support from
family and friends or the money they
need to join a program or buy nutri-
tious foods.”'®

The Educating Future Physicians
for Ontario (EFPO) project has pub-
lished a monograph addressing wom-
en’s expectations of physicians.*
Respondents urged physicians to
approach women’s medical problems
more in the context of their social, eco-
nomic, and cultural realities and urged
that physicians increase their knowl-
edge of the effects of illness in the
growing numbers of poor and under-
privileged people in Ontario.

It was suggested that the educational
process include information on how
poverty affects health and the behav-
iours that impact on health. Because of
the socioeconomic status of physicians,
the EFPO study found that physicians
were seen as distant from poverty-relat-
ed issues that affect some of their
patients and likely to find it difficult to
empathize. Without knowledge of a
woman’s financial resources, physicians
might give insensitive and often mean-
ingless advice to their patients. In addi-
tion, some respondents believed that
physicians did not understand that
poverty precluded some women from

accessing medical help that was not
covered by medical insurance plans.

Finally, the EFPO report stresses
the importance of physicians realizing
that, even if they personally cannot
effect change in areas where there are
gaps in services to women, they have
a responsibility to advocate for
changes to the system that would ben-
efit their women patients. This
includes participating in social agen-
cies, in district health councils, in
regional planning councils, and in
antipoverty organizations.

To all of these organizations, physi-
cians can bring an understanding of
the significantly negative effect of
poverty on health and participate in
developing policies that recognize and
respond to that effect. Physicians can
and must participate in developing
economic, social, and ecologic priori-
ties for their community. Physicians are
fortunate to be members of a highly
respected profession. They are seen as
authorities, and they have the
resources to participate in the changes
that are required in our society. To do
less than that is to fail to fulfil our man-
date as caregivers to the families in our
practice, particularly for those who are
economically disadvantaged.

Above all, physicians must learn to
respect the skills and the dignity of
those women who cope daily with
poverty in the face of difficulties that
many of us would find overwhelming.
Physicians must confront the assump-
tions that many of us make: “that
women who are illiterate, of low
socioeconomic status, and with little or
no economic or political power are
reluctant or unable to analyze their
problems and speak about their health
and health needs.” In the book, The
Health of Women: A Global Perspective,' this
assumption is challenged with the
statement that “poor, illiterate women
do speak eagerly and eloquently about
their bodies and health needs — if they
are given the chance and their views
are respected.”

Thus, in community organizations
or in their own offices, physicians must
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play an active role in ensuring that
women, and particularly poor women,
are actively involved in their care and
in the development of policies that
directly or indirectly affect their health.

Conclusion

We must recognize that women and
children, and therefore all of our soci-
ety, cannot be optimally healthy if they
struggle daily with poverty. Because
women’s health status reflects the cul-
tural, political, and socioeconomic
context in which they live, we must
‘take a leadership position in advocat-
ing for change in all those factors lead-
ing to women’s poverty and in
encouraging women to challenge and
change discriminatory practices and
gender bias. ]

Regquests for reprints to: Dr May Cohen,
McMaster University, Faculty of Health Sciences,
1200 Main St W, Hamilton, ON L8N 3Z5.
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PRESCRIBING INFORMATION

THERAPEUTIC CLASSIFICATION
Anti-inflammatory, analgesic and antipyretic agent.

INDICATION
The treatment of osteoarthritis, rheumatoid arthritis,
ankylosing spondylitis and juvenile rheumatoid arthritis.

CONTRAINDICATIONS

Naprosyn should not be given to patients with active peptic
ulcer or active inflammatory disease of the gastrointestinal
tract. Itis also contraindicated for those who have shown

a sensitivity to it and for patients in whom ASA or other
NSAIDs induce the syndrome of asthma, rhinitis or urticaria.
Sometimes severe and occasionally fatal anaphylactoid
reactions have occurred in such individuals. Suppositories
should not be given to patients under 12 years of age or those
with inflammatory lesions of the rectum or anus.

WARNINGS

Peptic ulceration, perforation and gastrointestinal bleeding,
sometimes severe and occasionally fatal have been reported
during therapy with NSAIDs, including Naprosyn.

Naprosyn should be given undss-etose supervision to patients
prone to gastrointestinal tract irritation particularly those with
a history of peptic ulcer, diverticulosis or other inflammatory
disease of the gastrointestinal tract. Patients taking any NSAID
should be instructed to contact a physician immediately if they
experience symptoms or signs suggestive of peptic ulceration
or gastrointestinal bleeding. These reactions can occur without
warning at any time during the treatment. Elderly, frail and
debilitated patients appear to be at higher risk from a variety
of adverse reactions from NSAIDs. For such patients,
cons:deration should be given to a starting dose lower than
usual.

The safety of Naprosyn in pregnancy and lactation has not
been established and its use is therefore not recommended.

PRECAUTIONS

Naprosyn (naproxen) should not be used concomitantly
with the related drug Anaprox (naproxen sodium) since they
both circulate in plasma as the naproxen anion.

Gl system:

If peptic ulceration is suspected or confirmed, or if
gastrointestinal bleeding or perforation occurs, Naprosyn
should be discontinued, and appropriate treatment instituted.

Renal Effects: Patients with impaired renal function,
extracellular volume depletion, sodium restrictions, heart
failure, liver dysfunction, those taking diuretics, and the elderly
are at greatest risk of developing overt renal decompensation.
Assessment of renal function in these patients before and
during therapy is recommended. Naprosyn and its metabolites
are eliminated primarily by the kidneys, and therefore, a
reduction in daily dosage should be anticipated to avoid the
possibility of drug accumulation in patients with significantly
impaired renal function.

Peripheral edema has been observed, consequently, patients
with compromised cardiac function should be kept under
observation when taking Naprosyn. Naprosyn Suspension
contains sodium chloride (20 mg/mL). This should be
cot;sigterccled in patients whose overall intake of sodium must be
restricted.

As with other drugs used with the elderly or those with
i&'npaired liver function it is prudent to use the lowest effective
ose.

Severe hepatic reactions including jaundice, and cases of fatal
hepatitis have been reported with NSAIDs. The prescriber
should be alert to the fact that the anti-inflammatory, analgesic

[ ] N enteric coated

naproxen

Proven efficacy

and antipyretic effects of Naprosyn may mask the usual signs
of infections. Periodic liver function tests and ophthalmic
studies are recommended for patients on chronic therapy.
Caution should be exercised by patients whose activities
require alertness if they experience drowsiness, dizziness,
vertigo or depression during naproxen therapy. Naprosyn may
displace other albumin-bound drugs from their binding sites
and may lead to drug interactions or interfere with certain
laboratory tests. See Product Monograph for further details.

ADVERSE REACTIONS

(1) Denotes incidence of reported reactions between 3% and
9%. (2) Denotes incidence of reported reactions between 1%
and 3%. See Product Monograph for reactions occurring in
less than 1% of patients.

Gastrointestinal: Heartburn(1), constipation(1), abdominal
pain(1), nausea(1), diarrhea(2), dyspepsia(2), stomatitis(2),
diverticulitis(2). Rectal burning(1) has been reported
occasionally with the use of naproxen suppositories.

Central Nervous System: Headache(1), dizziness(1),
drowsiness(1), lightheadedness(2), vertigo(2), depression(2),
and fatigue(2).

Skin: Pruritus(1), ecchymoses(1), skin eruptions(1),
sweating(2), and purpura(2).

Cardiovascular: Dyspnea(1), peripheral edema(1), and
palpitations(2).

Special Senses: Tinnitus(1), and hearing disturbances(2).
Others: Thirst(2).

Adverse reactions reported for SR tablets were similar to
standard tablets.

DOSAGE AND ADMINISTRATION

Adult: Oral: The usual total daily dosage for osteoarthritis,
rheumatoid arthritis and ankylosing spondylitis is 500 mg
(20 mL, 4 teaspoons) a day in divided doses. It may be increased
gradually to 750 or 1000 mg or decreased depending on the
patient's response. Patients with rheumatoid arthritis or
osteoarthritis maintained on a dose of 750 mg/day in divided
doses can be switched to a once daily dose of Naprosyn SR
750 mg. The single daily dose of Naprosyn SR should not be
exceeded and can be administered in the morning or evening.
Naprosyn SR tablets should be swallowed whole.

Rectal: Naprosyn Suppositories (500 mg) can replace one of

the oral doses in patients receiving 1000 mg of Naprosyn daily.

Juvenile Rheumatoid Arthritis: The recommended daily dose
is approximately 10 mg/kg in two divided doses.

AVAILABILITY

Naprosyn is available as: 250 mg, 375 mg, and

500 mg Tablets, as 250 mg, 375 mg and 500 mg Enteric Coated
Tablets, as 750 mg Sustained-Release Tablets and 500 mg
Suppositories. Suspension: Each 5 mL contains 125 mg of
naproxen. Shake bottle gently before use. Pharmacists are to
provide the Naprosyn Patient Information leaflet when
dispensing this drug. Product Monograph available to health
professionals upon request.
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